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Abstract 
This study followed a qualitative and phenomenological research design. 15 families of the female patients suffering from the 
manic phase of bi-polar disorder formed the sample population. The seven-step Colaizzi procedure was applied for data analysis. 
The major themes were beliefs, reciprocal reaction, relational disturbance, different behavior and supportive umbrella. The 
results demonstrated that if one member of the family suffered from such a psychiatric disease, it would have numerous negative 
effects on the family's conditions and thus would reduce all aspects of the quality of life of the rest of the family.  
© 2015 The Authors. Published by Elsevier Ltd. 
Peer-review under responsibility of Academic World Education and Research Center. 
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1. Introduction  
Temperament disorders are a group of mental disorders, fundamental characteristics of which are abnormality of 
temperament, behavior, and affection and it is of two phases of depression and mania. Depression occurs when the 
patient’s temperament is low and s/he shows symptoms including shortage of energy and interest, feeling of guilt, 
difficulty in concentration, anorexia, and thoughts of death and suicide.  
On the other hand, mania happens when the patient’s temperament is high and s/he shows symptoms such as 
peace of mind, disordered thinking, sleep, high self-esteem, magnified thoughts, increase in sexual desire, too much 
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talking and energy, prodigality, and constant preoccupation. These symptoms are so intense that they create distinct 
disorders in the individual’s professional performance, social and interpersonal relationships  
The prevalence of bi-polar disorder is about 1% of the whole population. Bi-polar disorder may begin from 
infancy to 50 years of age and it happens, on average, at 30. This type of disorder is more common in individuals 
who are divorced and single. Its exact cause has not been determined so far; however, it can be due to the interaction 
of genetic, biological and psychic-social factors (Koushan & Vaghei, 2012) 
To treat these patients, a combination of psychotherapy, pharmotherapy, shock therapy (electroconvulsive 
therapy), cognitive therapy, and behavior therapy are applied. This disease dramatically influences the individual’s 
performance and the type of her relationships. Furthermore, it seriously affects the family members of the patient 
and causes crisis among them.  
Increase in tension in the patient’s family will have such various consequences as social isolation, pessimism, and 
breakdown in family relationships. In certain studies, the emergence of mental symptoms and problems has been 
reported in 41% of the respective patients’ families, so that the amount of depression, anxiety, and nervous pains are 
pretty high in such patients’ families (Salleh, 1994). The stress-causing factors in the families and the patient’s 
surveillants are financial management, sustaining the patient’s appearance, aggression, threatening to suicide, sleep 
disorder, and doing actions which make the surveillants feel ashamed (Bigel, Milligan & Putnam, 2002) (Perlick, 
Kosenhek  & Clarkin, 2001) 
As the family plays the central role in the patient’s surveillance in Iran, paying attention and evaluating the 
problems of the patients’ families as well as assisting them to relieve the tensions seem essential. To this end, the 
current project is an attempt to explore the shared experiences of families of the female patients suffering from the 
manic phase of bi-polar disorder. 
 
2. Methodology  
 
This study followed a qualitative and phenomenological research design which is regarded as an appropriate 
method to describe the meanings of life experiences (Abedi, 2010). The sample population of the present project 
included the families of the female patients suffering from bi-polar disorder. The study was conducted in the 
woman’s ward of a psychiatric hospital and two consultation centers in Isfahan. The purposive sampling procedure 
was used in the study. In qualitative studies, the sample size is determined by saturation of the data (Polit & Beck, 
2014). In this project, saturation of the data occurred after interviewing 15 families. Data elicitation tools used was 
deep and unstructured interviews.  
Moreover, to analyze the data obtained, the seven-step Colaizzi procedure was applied, which is a proper 
procedure to make the interviews meaningful in the phenomenological studies. First, the interviews were transcribed 
and their content were precisely studied and reviewed several times so as to empathize with the participants; then the 
significant expressions were extracted. Afterwards, the crucial expressions were specified and each expression was 
defined. The codes obtained from the primary analysis of each interview were noted down separately and were 
classified. Further, the different codes were integrated to produce more general categories. In the next stage, the 
results in the form of a complete description of the phenomenon under study were combined and reviewed to 
achieve the clear concepts in a way that these concepts are totally evident in addition to abstract. Hence, the readers 
of the paper, concerning the knowledge that they have, can comprehend the concepts obtained from this project 
(Polit & Beck, 2008). Validity and the precision of the present research study were rooted in the four axes of real 
value, practicality, continuance, and being based on reality. The real value signifies that the declaration resulted 
from the experiences for the individual who has really experienced it be acceptable. In this study, it was done by 
referring to the participants and approving the declarations obtained. Practicality or applicability means that if the 
results are practical for others places and groups. To this end, in the current project, the researchers also attempted to 
select the participants with a wide proportion in terms of age and cultural records. Consistency was attained when 
the participants gave consistent and congruent answers to the same questions which had been posed differently. 
Being based on reality was achieved in a way that all processes during which the project was carried out were void 
of any prejudice; the researchers were always trying to repel any prejudice about the phenomenon under study both 
before and after the interviews (Boswell & Cannon,  2014).  
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3. Results  
 
After the transcriptions of the interviews were analyzed, 198 primary codes were extracted. Then, they were 
integrated so that the sub-themes of wrong beliefs, lack of awareness, concealment of the illness, belief in divine 
punishment formed the concept of conception; the sub-themes of high expenses of the treatments, and lack of 
support constituted the concept of supportive umbrella; the sub-themes of relational disturbance of the family 
members with the patients, the relational disturbance of the family members with each other and the society 
developed the concept of relational disturbance; and the sub-themes of stigma, discrimination and wrong judgment 
formed the concept of different behavior. These concepts eventually were named under the main theme of the 
"shared experiences of the families of female patients suffering from the manic phase of bi-polar disorder" and will 
be presented in details in the following section. 
 
3.1. Conception 
This sub-theme was formed by integrating the sub-themes of wrong beliefs, lack of awareness, concealment of 
the illness, belief in divine punishment. The results of the current project indicated that the families under study 
mentioned the shared experiences of how to behave with the patients and stated that they had lack of sufficient 
awareness about behaving with the patients. Sometimes, they even considered the mental disease as madness and 
thought of the patient as an unworthy and even a dangerous person. Most of these families had hidden the patient’s 
disease from others or they felt ashamed of having such a person in the family. They sometimes assigned this 
disease to a divine punishment for their deeds. Utterances of some of the families in this respect are referred to 
below. 
 
Participant No. 2: The patient’s mother:  
“… The doctor said that your daughter suffered from mania, I didn’t know what it was. When he talked about its 
symptoms, I understood that it was really a disease and her aggression, too much prodigality, harsh make-up and the 
inappropriate clothing that she wore were not due to her interest. Before that I said that my daughter was crazy, but I 
wish she had another disease. Sometime, I say that I wish she had cancer. At least I could tell others about her 
disease. But now I cannot tell anybody that I bring her to a psychiatric hospital.” 
Participant No. 1: The patient’s mother: 
 “… Sometimes, I wish for her death. I say that I wish she dies because what she is doing does not save our skin. 
She wears harsh make-up and unfit clothes and takes money and leaves home. I don’t know where she goes and 
with whom she goes. Recently, I have understood that she has had affairs with some people. I am ashamed of having 
such a daughter. I think that God gave me such a daughter to punish me…” 
 
3.2. Supportive Umbrella 
It is another concept which was formed from the sub-themes of high expenses of the treatments and lack of 
support. Of other shared experiences of the families, the heavy burden of the treatment and surveillance costs could 
be mentioned. They stated that it was years that this disease has affected their economic life. Likewise, as it was 
chronic and incurable and it required long hospitalizations, these families were under strict financial stress. Also, 
there were not available powerful supportive centers as those existed for patients with thalassemia and cancer. Some 
of them even had not treatment insurance and it doubled the family crisis.   
Participant No. 5: The patient’s father: 
“… I am a simple worker. My monthly income is low. I have other children, too. When my daughter’s disease 
recurs and we are urged to hospitalize her for 30-40 days, I don’t know how to prepare that amount of money. Once 
I asked one of my relatives to lend me some money. Not only didn’t he borrow the money, but also he told me that 
when her disease is not curable and makes you feel ashamed, why you are spending on her. Take her to a welfare 
center and leave her there…” 
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3.3. Reciprocal Reaction 
 
It is a concept that was formed from the sub-themes of family members’ depression, family members’ anxiety, 
continuous fear, pessimism, feeling of tiredness and absurdity. During the interview, all the patients’ families 
expressed that the disease influenced greatly not only the patient but also her family. They added that they 
themselves had referred to psychiatrists and were using antianxiety and antidepressant medications, since frequent 
verbal and physical struggles and too much illusion and delirium which is sometimes dangerous has caused the 
family members to always feel fearful, anxious, and pessimistic, and also to feel tired and absurd.  
Participant No. 11: The patient’s sister: 
“… Since my sister has shown such symptoms, our life has changed to something like the hell. My mother is 
always crying and wishes to die. In addition, the doctor has prescribed the antidepressant medication for her. My 
father has got extremely nervous, bad-tempered, and impatient. I have a little brother, too. Due to this condition, I 
don’t dare to leave him alone at home with my sister. Thus, I must always stay home. I have got tired of this 
circumstance and I like to kill myself to get rid of it…” 
 
3.4. Relational Disturbance 
This theme included the sub-themes of relational disturbance of the family members with the patients, the 
relational disturbance of the family members with each other and the society is another concept that was extracted 
from the content of the interviews. The families claimed that the existence of such a person with these clinical and 
psychic characteristics has caused problems and misunderstanding in their interpersonal relations both in the family 
and in the society. 
Participant No. 10: The patient’s father: 
“… I’m a teacher and teach moral and religious courses in high school. However, I cannot cope with my own 
daughter at home. That’s right that she is a sick person, I understand, but I can’t make it understood to the society, as 
well. I have done whatever that you may tell me to do; for instance, I talk with her calmly and logically, I 
imprisoned her at home, I beat her and even I threatened her to take her to a welfare center and leave her there, but it 
didn’t work. I prefer not to take her out with me too much. When we are invited to a party, we make an excuse not 
to take part in the party. Due to what she does, my wife and I are continuously quarreling; besides, unfortunately the 
relationship between my wife and I has been deteriorated…”   
 
3.5 Different Behavior  
 
This is the last concept which was formed from the sub-themes of stigma, wrong judgment, and discrimination. 
The families under study maintained that because of having such a daughter or sister with these disease 
characteristics, they are wrongly judged by others. They say that whosis is a psychopath or she is a tramp. Or they 
discriminate between this person and others. 
Participant No. 3: The patient’s brother: 
“… We had recently moved to our new house. I was standing and talking to some of my new friends in the new 
place. Unfortunately, my sister was passing while she was dressing and behaving inappropriately. I heard that they 
were talking behind her back. I heard that they said, “Do you know what her job is?!!!” She was stigmatized by 
them and judged her so. They didn’t know that I was her brother. I wished to kill them. My hands and feet were 
trembling with shame and anger. Also, when we went for a job interview, they didn’t accept her as soon as they saw 
her appearance and behavior…” 
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4. Discussion  
 
The first extracted concept was conception which pointed out to the wrong beliefs and conceptions, lack of 
awareness, and concealment of the disease from others. Regarding the conceptions, in a study conducted by Phelan 
et al (1998) it was reported that 50% of the people around the mentally ill patient had concealed the issue of their 
patient’s hospitalization. Likewise, in this study, the amount of secret hospitalization of female patients was 
significantly higher than that of the male patients (Phelan, Bromet & Link, 1998) 
Another extracted concept was lack of financial supports as well as lack of supportive systems and high costs of 
treatment. In Iran, such an issue puts a heavy financial burden on the shoulders of the patients’ families due to lack 
of supportive services; consequently, it makes the family encounter with a financial crisis and thus creates a lot of 
tension on the family members. Moreover, Malakouti et al. (2004) asserted that providing facilities can lead to 
reduction in the number of hospitalization and its duration, reduction in the psychological stress on the family and 
the number of recurrence of the disease, and preservation of mental health of the family members and the patient’s 
and her family’s life quality. 
The extracted concept of reciprocal reaction referred to anxiety, depression, and the presence of some symptoms 
in the patients’ families. In Iran, the families of the mentally-ill patients are mostly their main surveillants. In 
addition to having the heavy burden of treatment expenses on their shoulders, the patients’ families bear the stress 
and tension resulted from the chronic mental disease whose nature differs from other diseases. The emergence of 
various mental-physical disorders such as headache, sleep malfunction, depression, anxiety, fear, crying, etc. was 
among the other experiences of the families under study which was in line with the findings of Zoldl et al (2005). 
Further, Salleh (1994) holds that mental problems due to stress among the mentally-ill patients’ surveillants are 
reported to be 41%. 
Relational disturbance which was another finding of the present study denoted that if each of the family members 
caught a mental disease, it would create stress and remarkable changes in the family and the type of relations that 
they had with themselves, with the patient herself, and with the society. It was parallel with the findings of Tesler 
and Gamach (2000) and Marvasti (2001) studies on the effects of the disease and the emergence of distinct relational 
changes in the patient’s family members.    
The last concept was different behavior. The families of these patients’ feelings were terribly hurt due to the 
wrong judgments of others and the fact that the patient was stigmatized by them Ostman and Keilein (2002) claimed 
that of 162 participants of the study who were the close relatives of the patients with schizophrenia and temperament 
disorders, 83% had experienced complaints of being stigmatized. Similarly, Sadeghi , Kaviyani and Rezai (2008) 
stated that 50.5% of the family members of the patients suffered from bi-polar disorder complained of 
discrimination and being scorned by others because of having a mentally-ill patient in the family. 
 
5. Conclusion  
 
The current research indicated that if one of the members of the family caught a mental disease, it created worries 
and negative changes in the family circumstances and it also put stress on the other members of the family. Such a 
stress can, on the one hand, reduce the surveillance of the patient, and on the other hand, it can decrease the life 
quality of the surveillants. Accordingly, locating the patients’ families in a comprehensive supportive system seems 
essential. In this system, all the needs of the family including physical and psychological needs, consultative as well 
as economical needs, etc. should be taken into account. Thus, it is worthy of taking measures to give these families 
instructions and increase their awareness of the disease, on the one hand, and to increase the surveillance potential of 
both the patient and the family members, on the other hand. The instructions given by the members of the hygiene 
team about the cause and nature of the disease, the treatment process, as well as how to behave with the mentally ill 
patient are fruitful and valuable and will entail several positive consequences. Moreover, instructions which are 
given via the media, whether direct or indirect, will play a very important role in increasing the correct awareness of 
the mental diseases, in general and mania, in particular. They will also greatly influence the amount of 
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stigmatization. In this respect, home visiting, family therapy and group therapy, and familiarizing the families with 
other families which have similar patients are pretty effective in reducing such stresses and improving the physical, 
psychological, and social status of the members of the families. Non-cooperation of some of the families was the 
limitation of the study which was removed by correctly stating the objective of the study and convincing them to 
trust. 
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